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Patient Information

Date
Patient's Name
Last First Nicknam

Address

Street City State Zip Code
Home Phone DOB / | SS#
If patient is a minor, give parents’ or guardianaimes
School deGra Age Sex
Brothers (Ages) terSigAges)

Whom may we thank for referring you to our office?

Responsible Party Information

Bill to:
Last First M.I Marital Status
Address
Street City State Zip Code
How long at this address? Work Phone Mobile Phone

Email Address
Previous address (if less than 3 yrs.)

Street iC State Zip Code
SS# - - DOB / / Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name DOB / /
dta First MI
Spouse’s Employer Occupation SS# - -
Work Phone Mobile Phone

Email Address

Insurance Information
Insured’s Name SS# - - DOB / /

Insurance Company Group # Local No.

Insurance Co. Address

Insured’s Employer

Do you have dual coverage? YL} Lh If yes:

Insured’s Name SS# - - DOB / /

Insurance Company Group # Local No.

Insurance Co. Address

Insured’s Employer

Emergency Information
Name of nearest relative not living with you

Complete address

Phone

| understand that where appropriate, credit bureaureports may be obtained.
Signature (Parent’s signature if minor)

1



Name: Date:

Dental History

To assist usin understanding your dental condition and experiences, would you please answer the following
guestions? |If you have any doubts about the information requested please ask the doctor.

HAVE YOU EVER HAD THE FOLLOWING TREATMENT:

1. Orthodontics (straightening of your teeth)......................... Yes No
Asachild __ ,oradult . happy __ uwnappy ___ with result.
2. EXIracClionS.... ..ot Yes No
How long ago Reason for extraction
3. Periodontal treatment (Qum treatment)... cetieriieiieimmna YES No
4. Mouth guard or splint (plastic device betwgear teeth) ......... Yes No
5. Treatment or surgery to change bite.. . YEs No
6. Over the past five years how often have ymntseen for teeth cleanings?
7. The date of your last visit to a dentist:
That dentist’'s name:
8. Would you change anything about your teetbnaite?............ Yes No
What?
ARE YOU AWARE OF ANY OF THE FOLLOWING CONDITIONS:
9. Sores, lumps or irritated areas in your mouth.................. Yes No
10. Food catching or collecting between your teeth............... Yes No
11. Clenching or grinding your teeth...............coooiiiiiiiin i, Yes No
12. Clicking, popping or grating noise in your jaxen chewing.... Yes No
13. Numbness or tingling in your mouth or face.................... Yes No
14. Do your gums bleed when brushing...................o.onl Yes No
15. Chronic neck or shoulder pain............cccoooiiiiiiiiii e, sfe No
16. Aches or pain in the side of your face............................ Yes No
17. Any history of injuries to the face, mouth teeth. Yes No
If yes, please describe
18. Have your tonsils and adenoids been removed?............... Yes No
19. Have you ever sucked a thumb or finger?................cccce.. Yes No
20. Do you have any speech problems?............ccoooiiiiiin. esY No
21. Are you a mouth breather?.........ccoooiiiii i YesNo
22. Do you play a musical wind instrument?........................ Yes No
23. Has the eruption time of your teeth seemedhats............... Yes No
Early Late
Signature: Date:




Name: Date:

Medical History Form

Thank you for taking the time to provide us with this essential information. It will be used each time to select the safest and most effective
means of providing you with dental care. Of course, all information on this formis completely confidential.

1. Areyouingood health?............. veiiieiiiii. Yes . No

2. Has there been any change in your general helaltvnhln the past year’> .................. Yes__ No__
If yes, what?

3. Are you now under the care of a physician?...............c..cococciiiiiiiiiiciiiiiece. Yes . No

If so, what is the condition being treated?
4. The name of my physician(s) is (are)

5. Have you had any serious illness, operation, or bedospitalized in the past 5 yrs? Yes  No
If so, what was the nature of your illness?
6. Are you taking any medicine including non-prescripton medicine?........................ Yes__ No__
Medicine Taken For /' Medicine Taken For
Medicine Taken For /' Medicine Taken For

7. Do you have or have you had any of the following geases or problems:
a. Damaged heart valves or artificial heart valves, ioluding heart murmur or

rheumatic heart diSEaSE? ... ..o it e e Yes  No_
b. Cardiovascular disease (heart trouble, heart attackangina, coronary
insufficiency, coronary occlusion, high bloed pressure, arteriosclerosis, stroke) Yes _ No_
1. Do you have chest pain upon exertion?.............ocooieiiiiiine i enne. Yes No__
2. Are you ever short of breath after mild exercise omwhen
IYING AOWN 2. .o e e e Yes _ No

3. Doyourankles sSWell2........cooiirie i Yes  No__

4. Do you have inborn heagiefect® ..o Yes No__

5. Do you have a cardiac pacemaké¥............cccoiieviie i, Yes  No__
c. Environmental Allergies? (mold, dust, pollen, animés, food, latex?) Yes  No_

Please specify
d. Sinustrouble...........ccoi i i, YES . NO L
€. Asthma orhay fever ... Yes  No_
f. Fainting spells or seizures... e it iteetietiiiieieeieeieee. YES . No
g. Persistent diarrhea or recent Welght Ioss ............................................... Yes  No_
h. Diabetes, excessive thirst or frequent urination...........................cc.ece.... Yes _ No
i. Hepatitis, jaundice, or liver disease..............cc.oceevvii i iiieiii i, Yes _ NoO
jo AIDS or HIVinfection ..........cccociiiiiiiii i i i i i, YES . NO
k. Thyroid problems ........... T € -1 S \ [
I.  Respiratory problems, emphysema bronch|t|s etc .................................. Yes  No__
m. Arthritis or painful swollen joints ................cceiii i, Yes . NO
n. Stomach ulcer or hyperacidity ............................................................ Yes  No_
0. Kidney trouble .. He e e e e et eiieiieieeeneeieiiiine. YES . NO
p. Tuberculosis . et ttritiitiiriiiiiiieie. YeS  No
g. Persistent cough or cough that produces blood ..................................... Yes_ No__
r. Persistent swollen glands in NECK. ...t Yes  No_
s. Low blood pressure .. .. e e ettt iiieiieiteeieieetiiiiiieeee.. YES . NO
t.  Sexually transmitted dlsease . T 4 - T \ [« N
u. Epilepsy or other neurological dlsease ctetriiiiien.n YES . No
v. Problems with mental health, emotional tenS|on depssmn

or anxiety .. e e e e e e e e YES _ NO
w. Cancer . . P € - T \ (e B
X. Problems ofthe immune system .......................................................... Yes  No__
y. Frequent headaches... et e e r i teereeieeteetieiieieieeneaee. YES . NO
z. Often fatigued or exhausted ................................................................ Yes  No_

Signature: Date:




Name:
Medical History (Continued)
8. Have you had abnormal bleeding2........o.o i
a. Have you ever required a blood transfusion?...............cccooii .
9. Do you have any blood disorder such as anemia?..
10. Have you ever had any treatment for a tumor or grovth? ...................................
11. Are you allergic or have you had a reaction to théollowing medicines:
a. Local anesthetics...
b. Penicillin or other ant|b|ot|cs ............................................................
c. Sulfadrugs...
d. Barbiturates, sedatlves or sleepmg p|IIs .............................................
=T =Y oo T PP
f. lodine .
g. Codeme or other narcotlcs
h. Other..........c.oooiiinat. Please SpeC|fy
12. Have you had any serious trouble associated with grprevious dental treatment?
If so, please explain
13. Do you have any disease, condition, or problem néisted above that you think |
should know about?..
14. Are you wearing contact Ienses? ..................................................................
a. Glaucomatest NOrMAal? ..o e
15. Are you wearing removable dental applianCes?...........ccoiveiiiieiii i
16. Do you smoké& (Packs per day

(Women please continue)

N (Y (o U o] (= To o F= U o | P
18. Do you have any problems associated with your memsal period? ......................

19.
20.

Chief Dental Complaint

Are you nursing? .......

Are you taking birth control p|IIs°

Date:

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

| certify that | have read and understand the abdweknowledge
that my questions, if any, about the inquiriesfegh above have
been answered to my satisfaction. | will not holg dentist, or any
other member of his/her staff, responsible for mgrs or omissions

that | may have made in the completion of this form
X

No

No

No

No

No

No

No

No

No

No

No

No

— No__

No

No

No

No

No

— No____

No

— No___

Signature (Parent or Guardian if patient is a njinor

(The following to be completed by Dr. Bussa )

Comments on patient interview concerning medlcstldny

Significant findings from questionnaire or oralentiew:

Dental management considerations:

Date:

Medical history update:

Signature of Dentist




PRIVACY CONSENT

This form is optional under the new patient privaegulations recently issued by the United Stategadtment of
Health and Human Services. We have elected tohiséorm. Prior to commencing your orthodontic treant,
you should review, sign, and date this form.

Your protected health information (i.e., individiyabentifiable information such as names, datésne/fax
numbers, email addresses, home addresses, sanidatysaumbers, and demographic data) may be used i
connection with your treatment, payment of youroardt or health care operations (i.e., performane@gws,
certification, accreditation, and licensure).

You have the right to review our office’s privacgtite prior to signing this Consent, a copy of wihweas given
to you with this Consent.

You have the right to request restrictions on the of your protected health information. Howeveg,axe not
required to, and may not, honor your request.

We may amend the attached privacy notice at ang.tihwe do, we will provide you with a copy of thbanges,
and the changes may not be implemented prior teffeetive date of the revised notice.

You may revoke this Consent at any time in writiHgwever, such revocation will not be effectivetie extent
that any action has been taken in reliance onGhissent.

Thank you for your cooperation. Please let us kifgwwu have any questions.

Patient’'s Name (please print)

Patient (18 yrs. or older) OR Parent/Guardian Sigea

Relationship to Patient

Date



